A história da educação médica é riquíssima e imiscui-se com a própria história da medicina já que o exercício da arte médica está intimamente ligado ao seu ensino e aprendizado. Desde os tempos antigos a figura do mentor / tutor é a chave para o aprendizado prático. Ao longo do tempo e particularmente nos últimos 300 anos, a ampliação dos conhecimentos e a incorporação de novas tecnologias fez com que a medicina e, por conseguinte, a educação médica, fossem drasticamente transformadas, ainda assim, o aprendizado prático e o papel de um ou muitos médicos de referência ainda fazem parte da realidade de milhares de novos médicos que se formam a cada ano. Neste período foram introduzidos e aprimorados conceitos, novas técnicas de ensino e uso de múltiplas tecnologias incluindo ensino à distância e simulação. Neste artigo buscamos, de forma breve, apresentar os eventos chave desta evolução, particularidades da realidade brasileira e da Faculdade de Medicina da USP bem como os desafios para o século em andamento.
INTRODUCTION
"The process of medical education consists of equipping the student with contemporary technical and scientific knowledge and to mold them to be the right kind of person in order to apply this knowledge, as a professional, to individuals and communities. These are the two fundamental purposes of medical education: one is academic and the other is social. One teaches medicine facts and evidences, the other form the doctor" Despite all the historical and cultural bumps and changes observed during the evolution of medical knowledge and medical education, its easy to recognize a common feature that remains also a pillar of the medical education: the role of a mentor / a master whose example must be followed!. A single mentor or a pool of them, to a greater or lesser degree, at the earliest or latest moments or even throughout the learning process (depending on the time period or the learning model) this "reference"
has always been a unique character in the transmission of medical knowldge including its different dimensions such as technical aspects, social responsibility and humanitarian behavior.
Another relevant aspect to be considered is that the main goal of medical education has changed little over time, or has not changed at all, this goal being the development of professionals able (in the broader sense)
to identify and treat health problems in other human beings. Obviously, increments and adjustments have broadened these concepts, including, for example, the health promotion and prevention of diseases and not just their treatment. In spite of the renewed and modernized concpets the central axis remains relatively unchanged when compared to the early days of medical art.
The methodologies employed to achieve these goals, however, differ considerably according to the historical period and context. Thus, the so-called "evolution of medical education" meddles with the very history of medicine and is strongly connected to its remarkable facts. The detailed relations between the history of medicine and the history of medical education could take an an entire issue of this Revista de Medicina (Journal of Medicine), so in this article we will seek to highlight only the key points of this relation pointing out relevant historical periods / facts and the related developments in medical education.
HISTORICAL ASPECTS

Ancient Times
The first systematized historical records on diseases and healing strategies date from the heyday of the Egyptian and Hindu civilizations. Also, from this period on, the need to transmit this knowledge through the generations was made clearer. The first registered mention to medical education in the literature is attributed to Charaka, a Hindu physician who in 500 BC referred to the distinctive idea of a "master" from whom one could learn the medical art and practice. According to him the master should "profess and practice the art with recognized and approved skills, be an expert, righteous, irreproachable and know how to use his hands and senses, be committed to learning, without extreme attitudes of tardiness or passion and be patient and tender towards his or her followers"
.
This characterizes the first stage of medical education, focused on master-apprentice relationship. It blossomed in the Hindu, Arabic, Greek and Roman cultures, and is responsible for the dissemination of knowledge and its replication. At this time those who were interested in learn the medical skills sought the best masters, accompanying them in their daily activities, in order to learn the current medicine, in a direct and personal way.
Although this strategy had been disseminated in several civilizations at that time, it was in Greece that it blossomed the most (together with the advance of the Greek domination over a significant portion of the inhabited territory) and developed with the addition and standardization of the use of the first written texts by Alcmaeon (510AC-?) and Hippocrates (460 AC-377 AC)
which would become a medical reference until around the Renaissance era. Still, in the Greek structure of medical teaching, the experience has always been considered more important than the theoretical learning, and the practical training was obtained directly from the mentors, whereas their writte books were only supporting instruments containing descriptions of the diseases and details about how they were recognized and understood at that time.
These writings, however, represented the first major step of the so-called "scientific" medicine, since they were based on empiricism and refuted superstition and magical practices 3 .
In the second century after Christ this strategy remained active and was reinforced by Galen 4 who used anatomy textbooks to teach his apprentices, once the human dissections were forbidden at that time. Interestingly, the ban on human dissections in this period, already under the domain of the Roman Empire, was the driving force for the expansion of the detailed documentation of the few (and often illegal) procedures performed, thus enabling greater uniformity in the teaching provided to the apprentices.
Middle Ages
In the high middle ages, while Europe sank in its 
Modern and Contemporary Age
The Renaissance transformed the history of The challenge of this merger was well expressed by Locke and Sydenham 24 when they mentioned that the full medical training would include: "initially his preliminary science studies and throughout the medical curriculum, the training and encouragement to obtain the talent and habit of continuously, seriously and patiently seeking information for diagnosis and treatment" (p.21).
He also stressed that "The student must also have full opportunity to practice daily. In Medicine, the art of healing cannot be smaller or larger than the Science of Since then, the search for integrating basic and clinical knowledge for a better balance between theory and practice has been arduously pursued through different strategies all around the world.
Medical Education in the Twentieth Century
Until the middle of the nineteenth century in the United States most of the medical schools was founded without any link to Universities resulting in a large number of schools with doubtful quality, to say the least.
To deal with the problem of its 155 medical schools, the
Medical Education Council was created in the United
States. This council was responsible for evaluating the schools, determining which of them would remain open and which would be closed and the criteria that would be used as standards for opening and maintaining medical schools around the country. At that time, two major event lead to a real change of course in medical education. . This strategy, which was strongly criticized in the 1920s, proved to be successful, being replicated and refined over the years in several other universities.
This new reality transformed the scenario of medical education in the twentieth century and the more the research in basic areas deepened, the more these researchers and professors dove into its developments and, in a way, they lost contact with an applied, straightforward view of this issues in medical practice. The immediate effect of this process was the excessive detailing of basic contents (seeking to cover more content) and the lack of encouragement to the students (who could not see the direct application of those contents in practice).
Then, the first strategies to aiming to contextualize and integrate basic and clinical areas begin to appear.
Problem Based Learning (PBL) experiments seeking
to contextualize the learning of basic contents from problems proved to be effective 13 . Initially planned to be used as an exclusive tool for the entire curricular structure, the PBL became, years later, an excellent complementary tool that, combined with other strategies, allow for the contextualization, integration and active learning process. In the first years of the twenty-first century, Team Based Learning sought to add teamwork and interpersonal relationships to the learning context, essential competencies for doctors 14, 23 . Both techniques are student-centered, but with the active participation of a mentor or tutor, which reinforces the importance of the master-apprentice relationship, but from a different hierarchical perspective of knowledge acquirement.
While contextualization gained strength and there was a tendency to precociously put the student in contact with the patient, we faced the obvious patient safety limits. To address this challenge, the simulation labs were developed, with increasingly realistic scenarios and mannequins, capable of reproducing numerous clinical and surgical conditions and complications, providing an excellent environment for testing and learning prior to the direct exposure of the student to the patient 15 .
From the second decade of the twenty-first century on, the medical schools begin to receive Generation Z 
Prospects and Future Challenges
In view of this dynamic and living reality that the twenty-first century has brought to humanity and consequently to the medical education, the challenges that arise are also opportunities to pursue the constant development of the process of learning the medical art.
Currently, some medical schools such as Harvard have the audacity to offer different medical curricula at the same time so that the students can choose which one they want to attend according to their final performance and career goals.
Many schools have adopted the content integration . As the three-dimensional models and simulation strategies advance, the task of seeking balance between the use of these tools and the interaction with the real patient becomes challenging. Even though it is easier to be replicated, the simulation should serve as a preparation for practical training with the patient, aiming to ensure the patient's safety -and not to replace him, after all, developing the student's self-confidence to deal with the real patient, inserted in society and multifaceted, is also the medical school's responsibility as shown in the opening quote of this article.
Lastly, we walked increasingly, as in other segments, towards the personalization of teaching and learning. Recognizing that different students learn in different ways is a reality from which we cannot escape.
All we can do is using our creativity and the technological resources available to ensure that our students can learn in the most effective and enjoyable way for them, which entails one last big challenge.
In view of this plurality of knowledge and methods, how can the student be evaluated, not only regarding his acquired knowledge, but also skills and attitudes, ensuring that we deliver to the society a doctor trained in every sense of the word. Much has been studied in this regard and different techniques are being applied by various institutions, but we are still far from a common understanding and this is certainly one of the greatest challenges for the medical education in our time.
CONCLUSIONS
Medical education evolves in the shape of a spiral. While it revisits important concepts from the past, it assigns new values and dimensions to these concepts in view of the historical context of the present moment. This can be observed in different aspects such as the masterapprentice relationship, in the balance between theory and practice and in the use of different learning tools
The dynamism of the society and the generations has been demanding, on one side, from the educators (from previous generations) an extreme capacity to adapt to more immediate and technological realities and on the other side, from the students, the awareness that immediacy and self-sufficiency have clear limits that cannot be overcome. It is this dynamic and living context that the upcoming challenges will be faced, so that the medical education can continue to fulfill its academic fundamental purposes (to teach the facts and evidences of medicine) and social purposes (to create the doctor) in the current context.
